The relation between the focal fat deposition or sparing developed at the posterior area of the segment IV in the liver and the aberrant right gastric vein (ARGV) is well established (1, 2).
INTRODUCTION
We present two cases of focal fat deposition developed at the posterior area of the segment IV in the liver, following gastrectomy in patients with gastric cancer. There was no focal lesion in this area of the liver at preoperative computed tomography (CT) in both cases, and the aberrant right gastric vein (ARGV) was found on the retrospective review of this CT. After gastrectomy, a focal, low-attenuating lesion was developed in this area on a follow-up CT in both cases, which was confirmed as a focal fat deposition, by other imaging studies. In addition to its typical imaging findings, confirmation of the presence of the ARGV also supported this lesion to be a focal fat deposition. Furthermore, understanding of our cases may be of help to prevent us from unnecessary invasive procedures, such as liver biopsy.
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Case 2
A 69-year-old male, who had a history of hypertension and diabetes mellitus, was referred to our hospital with the diagnosis of advanced stomach cancer. On the gastroscopic examination, an ulcerofungating lesion was noted at the greater curvature of the lower body, which was confirmed to be adenocarcinoma histologically. Preoperative CT scan was performed with the same CT technique as that of Case 1. There was no evidence of metastasis in the liver or other organs on this CT ( Fig. 2A) . A vascular structure was also identified at the posterior area of the segment IV in the liver, and was found to arise from the ARGV on the retrospective review of the maximum projection images (Fig. 2B) .
He underwent subtotal gastrectomy with D2 lymph node dissection. Postoperative TNM staging was T3N0M0. On the was no evidence of metastasis in the liver or other solid organs on the preoperative CT (Fig. 1A) . On the retrospective review of the preoperative CT, a vascular structure was identified at the posterior area of the segment IV of the liver, which was found to originate from the ARGV on the maximum intensity projection images (Fig. 1B) .
She underwent total gastrectomy and Roux-en-Y esophagojejunostomy. Postoperative TNM staging was T4aN0M0. Followup CT scan was performed after one year, in which a 2.5-cm, low-attenuating lesion was newly developed at the posterior area of the segment IV in the liver, suggestive of hepatic metastasis (Fig. 1C) . However, an enhancing vascular structure was also noted in this area, more suggestive of focal fat deposition.
The patient underwent hepatic magnetic resonance image (MRI) for further differentiation with a 3.0-T magnetic resonance (MR) system. On the MR images, it was confirmed to be focal fat deposition by signal drop of this lesion on the opposed cation, has geographic margins, causes no mass effect, and may contain normal, nondistorted vessels on a CT (4). It can be difficult to rule out the most concerned lesion, such as hepatic metastasis, particularly in cases of hepatic lesions, which are newly developed following an oncologic surgery, like our cases. In such clinical situations, the typical location of focal fat deposition, at the posterior area of the segment IV may be the key to correct diagnosis (5).
As is known, blood flow of the liver is supplied, dually from the hepatic artery and portal vein in most cases. However, the posterior area of the segment IV is often supplied only by the parabiliary venous system, instead of the portal vein. This system is located in the hepatoduodenal ligament anterior to the main trunk of the portal vein, which collects venous blood from the head of the pancreas (pancreaticoduodenal vein), distal part of the stomach (right gastric vein), and bile duct system (cholesix-month follow-up CT images, a 2.6-cm, low-attenuating lesion was newly developed at the posterior area of the segment IV of the liver (Fig. 2C) . However, this lesion appeared to have a geographic margin and to contain a nondistorted, enhancing vascular structure within the lesion, representing a high possibility of focal fat deposition. Therefore, we did not perform further evaluation or the treatment, but obtained the follow-up CT scan after one year. This lesion became to be smaller and less distinct on this CT (Fig. 2D) . Finally, we could conclude that this lesion was focal fat deposition, considering its typical appearance and location, as well as the stability in the appearance on a follow-up CT scans. area cannot be diluted by blood flow from the stomach, after ligation of the ARGV; thus, causing an intense focal fat deposition (8). In our cases, the enhancing vascular structure was identified within the focal fat deposition. It suggests that they drain insulin-rich blood flow through the pancreaticoduodenal vein from the pancreas.
DISCUSSION

Focal fat deposition of the liver is typically subcapsular in lo-
As described in Cases 1 and 2, the presence of focal fat deposition of our cases was note histologically confirmed. However, MRI can be used to confirm the presence of a fat component, by using the chemical shift technique, as shown in our Case 1 (9). Unfortunately, the presence of focal fat deposition was not confirmed by either histology or MRI in our Case 2. Nevertheless, we could conclude that the low-attenuating lesion in the segment IV was focal fat deposition only with CT findings, since it showed typical appearance and location of focal fat deposition, as well as the stability in appearance during a one-year follow-up period.
